A 29-year-old female with adult-onset Still's disease (AOSD) presented with progressive shortness of breath both on rest and on exertion, increased abdominal girth, and swelling in both legs. She was on oral prednisone and was recently started on canakinumab (interleukin-1 antagonist) for joint pain and rash of AOSD. Echocardiogram showed severely dilated right ventricle, dilated pulmonary artery, moderately reduced right ventricular systolic function, but with normal left ventricular systolic function. Computed tomography with contrast ruled out pulmonary embolism. Blood tests ruled out other rheumatologic diseases. The patient was diagnosed with right-sided heart failure likely secondary to AOSD. Right heart catheterization was needed but could not be performed because of severely dilated pulmonary artery. The patient was transferred to a higher center for further management and possible cardiopulmonary transplant.
Introduction
Adult-onset Still's disease (AOSD) is a rare inflammatory autoimmune disease that is classically described by "Still's triad" of fever, maculopapular rash, and arthritis, but it also has other atypical features like leukocytosis, elevated liver enzymes, and high serum ferritin levels. 1 The etiology remains largely unknown.
Pulmonary arterial hypertension (PAH) is a disease characterized by progressive constriction of pulmonary arterioles, thereby causing an elevation in pulmonary arterial resistance and pressure. Although PAH has been reported with connective tissue disorders like systemic lupus erythematosus and systemic sclerosis, its association with AOSD is very rare.
Case Report
A 29-year-old female with AOSD presented with shortness of breath at rest. Her symptoms had progressed over 3 months. She complained of increased abdominal girth with swelling in both her legs. She had a history of poorly controlled AOSD with frequent flares leading to joint pain and rash. On discussion with the patient's primary rheumatologist, we gathered that the patient had met criteria for diagnosis of AOSD (Yamaguchi criteria). The major criteria met were intermittent arthralgia lasting more than 4 weeks and leukocytosis as high as 13 000/mm with 91% neutrophils without evidence of infection. The minor criteria satisfying the diagnosis of AOSD were cervical lymphadenopathy on presentation, abnormal liver function tests (raised alkaline phosphatase to 138 U/L, aspartate aminotransferase of 75 U/L, and alanine aminotransferase of 60 U/L), a negative antinuclear antibody, and a negative rheumatoid factor. She met 5 criteria of AOSD with 2 major and 3 minor criteria. Workup for other rheumatologic conditions including systemic lupus erythematosus, systemic sclerosis, and CREST (calcinosis, Raynaud phenomenon, esophageal dysmotility, sclerodactyly, and telangiectasia) syndrome was negative. She was initially started on prednisone followed by conventional disease-modifying antirheumatoid drugs with little benefit. She had a previous trial of anakinra (interleukin-1 [IL] antagonist) as well as canakinumab (IL-1 antagonist) with no clinical improvement.
On admission, posteroanterior radiograph of the chest showed an enlarged cardiac silhouette with bilateral pleural effusions. Echocardiogram showed severely dilated pulmonary Left ventricular systolic function was normal with an ejection fraction of 56% to 60%. The patient also had bilateral pleural effusion for which chest tubes were placed. Computed tomography with contrast ruled out pulmonary embolism, but the findings were significant for severely dilated pulmonary arterial trunk (Figures 1 and 2 ). Rheumatoid factor and antinuclear antibody were negative. Anti-dsDNA antibody was negative. The patient had evidence of active inflammation; serum ferritin was very high: 1167.5 ng/mL (normal 11-306 ng/mL in females). Complement levels were obtained, C3 level was low at 65 mg/dL (normal 80-180 mg/dL) and C4 level was normal at 11 mg/dL (normal 10-45). Erythrocyte sedimentation rate was 9 mm/h, and C-reactive protein was 1.43 mg/L.
The patient was diagnosed with probable PAH with evidence of right heart failure. Right heart catheterization was considered, but could not be performed because of severely dilated pulmonary artery. Chest tubes were removed and the patient was transferred to a tertiary care center equipped to provide cardiopulmonary transplant.
Discussion
AOSD is a clinical diagnosis, and an exclusion of other systemic disorders has to be carried out. The triad of fever, rash, and arthritis (Still's triad) can be associated with macrophage activation syndrome, disseminated intravascular coagulation, thrombotic thrombocytopenic purpura, and diffuse alveolar hemorrhage. 1 The Yamaguchi criteria for diagnosis of AOSD 2 are summarized in Table 1 . Apart from these criteria, elevated ferritin levels can also aid in the diagnosis of AOSD. 3 As high as 40% of patients with AOSD have evidence of cardiopulmonary manifestations. PAH has been documented with AOSD, but is exceedingly rare with only 9 cases reported in literature between 1990 and 2016. 4 As per the updated clinical classification of pulmonary hypertension, PAH associated with connective tissue disorders are categorized as Group 1. 5 The primary pathology is intimal proliferation and medial hypertrophy ultimately causing narrowing of the arteriolar lumen. The mechanism of damage in AOSD is not entirely known but the presence of inflammatory cells in the perivascular regions of the remodeled vessels favors an inflammatory pathology. 6 AOSD involves an auto-inflammatory response, with dysregulation of several cytokines. These include IL-1, IL-6, IL-18, and tumor necrosis factor-α, and high levels of these cytokines have been observed in AOSD as well as idiopathic PAH. Echocardiography can suggest PAH with estimation of pulmonary artery pressure as well as right ventricular systolic pressure. Computed tomography scan of the chest may be performed to rule out interstitial lung involvement, or pathology favoring the diagnosis of other systemic diseases. Definitive diagnosis of PAH remains right heart catheterization with measurement of pulmonary capillary wedge pressure.
Survival after onset of PAH in patients with connective tissue diseases is shorter in comparison to idiopathic PAH. 7 There have been no randomized clinical trials comparing treatment modalities for PAH secondary to AOSD and other connective tissue disorders, thus treatment is in the same lines as idiopathic PAH. 8 Systemic inflammation plays a key role in the disease process of AOSD causing PAH. This is evident in studies that compared the use of anti-inflammatory/immunosuppressive therapy in conjunction with vasodilator therapies, and showed a significantly better response rate in comparison to vasodilator therapy alone. 9 Treatment of PAH is aimed at the primary cause of disease, but Group 1 PAH often needs advanced therapy. There are reports of clinical improvement of PAH with immunosuppressive therapy, and advanced therapy inclusive of endothelin receptor blockers, prostanoids, and phosphodiesterase-5 inhibitors have been associated with improvement in exercise tolerance and pulmonary hemodynamics.
1 IL-1 receptor antagonists (anakinra) has been reported to cause rapid regression of disease.
10 IL-6 inhibitor use (tocilizumab) has been proposed for AOSD based on the disease pathology.
Suggested treatment modalities based on our literature review have been summarized in Table 2 .
Learning Points
• • AOSD has been associated with PAH on rare occasions. • • Physicians should keep a vigil watch for respiratory symptoms like shortness of breath, cough, and pleuritic chest pain in a patient with AOSD. • • Specific therapy like anakinra and canakinumab should be attempted in addition to steroids. • • Early referral to higher centers equipped in dealing with pulmonary hypertension, heart failure, and possible cardiopulmonary transplant can be lifesaving.
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